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Introduction
The term 'expert opinion' is widely used within the NHS. During the 1950s, the United States Air Force sponsored the 'Project Delphi', which was established to predict the outcome of a hypothetical Russian nuclear attack on the munitions output of the US (Dalkey and Helmer 1963) . Dalkey and Helmer (1963) devised this methodology based on the notion that itwould allow participants (n = 7) to make considered independent opinions leading to reliable conclusions. Following this, the technique became widely utilised within future forecasting. As a methodology it now has a 50-year history, emerging from north American usage in commerce and government to recent and widespread history in healthcare settings and social research, and is increasingly used by nurses (Beech 2001 , Keeney et al 2001 . A pivotal component of this type of research is the identification of a 'panel of experts'.
Since inception the reliance on experts within consensus research has been controversial. In the original studies there is no account of how or why experts were chosen, or the specific standards for selection of panellists (Dalkey and Helmer 1963) . One of the panellists was so knowledgeable they also provided 'expert' advice to the researchers on the methodology. A major criticism has been a failure to account for the choice or definitions of experts. Indeed, Sackman's (1975) 
Experience
In many papers one inclusion criterion often cited to justify expertise is the establishment of a predetermined level of experience. This is often linked with a professional qualification (knowledge) and it is often specified that an individual should have worked within an area for a certain length of time 
Homogenous or heterogeneous?
A major discussion within the literature is the debate about homogenous or heterogeneous samples. These appear to have a major influence on the resultant definitions of expert that researchers have utilised, as the two types of sample require very different sample sizes. In using a homogenous sample, a narrow definition of expert can be applied. Unfortunately this will reduce the potential sample size available (Duncan et al 2004) . However, it could ensure that 'true' experts will be identified. The other extreme results in large, all-encompassing heterogeneous samples. The definition of 'experts' therefore influences the sample size necessary to ensure validity of the result. . This is very difficult to achieve with a large heterogeneous sample. Sackman's (1975) major critique of Delphi panels maintains that expert and non-expert panels make little difference to outcomes, especially in relation to forecasting or evaluating social phenomena. It may be proposed that outcomes would be similar regardless of panel make-up. Two pieces of research have been identified that evaluate this claim. Walker (1994) made a direct comparison of two panels. One panel consisted of physiotherapist researchers and the other newly of qualified physiotherapists. Similar findings were reported between the two groups and the researcher concluded that the level of expertness required was uncertain. Secondly Duffield (1993) explored the responses of two comparable expert panels; 93 per cent were accepted or rejected by both panels. This, it is proposed, was indicative of the reliability of an expert panel regardless of participants.
Panels may not need experts

Follow-up of non-respondents
As with other survey methodologies, if those that do not participate are different from the sample there is potential bias in the findings. Limited research has attempted to establish whether some experts are more likely to participate, whether there is a reason for this and what the effect is on the results. McKee et al (1991) questioned the representativeness of members within expert panels, A sample of 503 doctors was selected: 246 (48,9 per cent) replied, and 166 (33 per cent) said they would participate. Those not willing to take part were asked why. The researchers found no significant difference between those who willing and unwilling to take part, in relation to time since qualification, specialty, sex, higher degree, or whether the doctor was a UK graduate. The only significant difference was that consultants with an appointment in a teaching hospital were less likely to take part.
The authors suggested that the differences could be due to mailing factors.
They concluded that expert panels were very similar in characteristics to their colleagues but were unable to identify further research in this area.
Future research
In order to increase the robustness of future research, defining the notion of expert is of vital importance. Work is also required to examine and refine selection criteria.
It could be proposed that there is a need for a consensus exercise to determine a hierarchy of expertness similar to present hierarchies of research.
Perhaps expert panels could receive star ratings based on clear and consistent criteria. Hierarchy of language could accompany this so that not all panels are termed 'expert'. How an expert is defined not only influences the make-up of a panel but also affects the sample size needed to make the research reliable.
To the authors' knowledge no research has compared a panel of professionals to one of service users. If panels are to be heterogeneous and include a diverse range of participants such undertakings are important. Likewise, it appears rare for researchers to compare directly or include members of different disciplines within the same panel.
Conclusions
This paper discusses the notion of expert within Delphi panel research. It is clear that experts are multi-faceted and there will continue to be difficulties in defining and justifying their selection. As Sumsion (1998) states: 'Consideration of these options reveals that there is no ready answer and it becomes the responsibility of each researcher to choose the most appropriate group of experts and defend that choice,' 4, How has the sampling method influenced your choice of experts (snowballing etc)? 5, What are your indusion criteria, with justification for inclusion (Walker and Selfe 1996)? 6, What are your exclusion criteria, with justification for exclusion (Walker and Selfe 1996)? 7, How do you define knowledge? What level is required and how can this be identified? 8, How do you define experience? What level is required and how can this be identified?
If experience has been defined through x number of years, is this defendable? 9, How do service users/carers/patients feature within the study? If excluded, why and how will their views be taken into account? 10, Were non-participants followed up? (Mullen 2003) 11, Within publications each expert needs to be dearly labelled. Walker et al (2000) defined their sample in terms such as 'non-funding GP' and 'academic' to enable expertness to be understood. Table 1 shows an aid that is intended to help potential researchers to discuss, choose and, more importantly, defend their decisions for the selection or rejection of experts. Until clear consensus appears within the literature, 
